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F0000
This visit was for the Investigation of F0000 Submission of this Plan of
Complaints IN00098288, IN00098714, correction does not
IN00098526, and IN00099272. constitute an admission to
or an agreement with facts
This visit was in conjunction with the alleged on the survey
Post Survey Revisit (PSR) to the report.
Recertification and State Licensure
Survey completed on 10-7-11. This visit Submission of this Plan of
included the PSR to the complaint Corre.ctlon does n_Ot _
IN00096702 completed on 10-7-11. constitute an admission or
an agreement by the
This visit was in conjunction with the provider of the tru.th of facts
PSR to the Investigation of Complaints alleged or corrections set
IN00094814, IN00095455, Lor]f,h on the statement of
IN00096396,IN00096640 completed on eficiencies.
9-16 -11. C
The Plan of Correction is
. repared and submitted
Complaint Numbers: Eecr;use of requirements
IN00098714- Substantiated, a g
) under State and Federal
Federal/State deficiency related to the law
allegations is cited at F224 ’
. Please accept this Plan of
IN00998288-Unsubstant1ated, due to lack Correction as our credible
of evidence. allegation of compliance.
IN00098526-Unsubstantiated, due to lack
of evidence.
IN00099272-Unsubstantiated,due to lack
of evidence.
Survey Dates: November 7,8,9,10,13, &
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that
other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Facility # 000032
Provider #155077
AIM Number #100273330

Survey Team:

Patti Allen, BSW, TC

Elizabeth Kolasa, RN ( November
7,8,9,10,2011)

Leia Alley, RN ( November 7,8,9,10,
2011)

Courtney Mujic, RN (November 7,8,9,10,
2011)

Kim Perigo, RN (November 7,9,10, 2011)

Census Bed Type:
SNF: 23

SNF/NF: 120
Total: 143

Census Payor Type:
Medicare : 23
Medicaid : 99
Other: 21

Total: 143

Sample size: 14

This deficiency also reflects State findings
cited in accordance with 410 IAC 16.2.
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Quality review completed on November
21,2011 by Bev Faulkner, RN
F0224 The facility must develop and implement
SS=D written policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.
Based on record review and interview, the F0224 . As clarification, 11/28/2011
facility failed to ensure a bedpan was please note that the
removed from underneath a resident incident alleged to have
during the night time hours, resulting in a occurred on 10/3/11 was
sore buttock area. This involved 1 of 3 not reported by the resident
residents reviewed for an allegation of until 10/10/11, at which time
neglect in a sample of 14. Resident CC. an investigation was
initiated in regard to the
Findings include: resident’s concern.
The incident was fully
The clinical record for Resident CC was mvestllgate(.j, W'th involved
reviewed on 11/7/11 at 11:50 a.m. caregivers InterVIewe.d and
re-educated. Following
Diagnoses for Resident CC included but said In\./estlga.tlon and
.. . corrective actions taken, the
are not limited to breast cancer, ovarian . i
. resident was informed of
cancer, paraneoplastic syndrome (an the resolution and inaui
. . uti inqui
immune disorder that affects the central made as to whether ?hery
nervous system in response to cancer in resident would like to
the body).
y) schedule a healthcare
) L conference to discuss this
A review of an MDS (Minimal Data Set) (or any other) concern(s)
on 11/7/11 at 2:00 p.m. indicated Resident The resident stated that it
CC received a score of 15 out of 15 was not necessary; she
possible points, indicating she was was very comfortable in the
cognitively intact with no impairment. facility and did not feel as if
she was intentionally
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During an interview on 11/7/11 at 11:50 mistreated. The resident
a.m., Resident CC indicated she was left stated she did not want to
on a bed pan for the entire evening shift discuss the matter further
and it left "a big red ring" on her "butt." and remained content in the
She indicated that this was the night she facility.
returned to the facility after being at the 1. In an effort to identify
hospital for treatment, but was not exactly any other resident with a
sure of the date. She indicated that once concern in regard to
she put on her call light and a CNA care/treatment/alleged
(Certified Nursing Assistant) that neglect, the facility has
answered her, indicated that she was not initiated daily interviews
her aide and would find her aide to come YVith T?Sidents of the facility
and help her. Resident CC indicated no ‘I‘(_jent'ﬁ_ed as , )
one came to help so she put the call light llnter\./lewable ) Sald_
on again and a different CNA indicated interviews are OC_CU rring 5
she would come back and didn't. .days Per week Wl,th random
Resident CC indicated she was left on the Interviews occurring over
bed pan all night, the night she returned the V\./e.eken.d'
> Administrative staff of the
from the hospital for treatments. . .
facility are ensuring that any
o o ) concerns voiced by a
The clinical record indicated th'e resident resident and/or family
retlflrned on .10/.3/11 and according to the member are appropriately
resident the incident would have occurred investigated with corrective
on the date of 10/3/11 in the evening and actions initiated
into the morning hours of 10/4/11. immediately, as warranted.
During a confidential interview with an . As a means to
acquaintance of Resident CC on 11/9/11 ensure ongoing compliance
at 12:00 p.m., the acquaintance indicated with the prohibition of
they had found Resident CC on the bed mistreatment, neglect,
pan when they had visited with the abuse and misappropriation
resident and was "infuriated" when the of resident property as well
resident said she had been lying on the as consistent
bed pan all night. implementation of
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corresponding policies and
A "Skin Condition Flowsheet for procedures, nursing staff
Non-Pressure Related Skin Conditions," have received inservice
dated 10/3/11, was reviewed on 11/8/11 training in regard to timely
and indicated the resident was admitted response to the resident
with a "reddened area around anus" which call lights, provision of
was "0.1 x 0.1" cm in size. Another timely assistance with
flowsheet, dated for 10/6/11, indicated bedpan/toileting needs, as
resident had "0.2 x.2 x 2" "blisters" on well as the various types of
buttocks that was "acquired after abuse anq examples of
admission." care considered to be
mistreatment, neglect
During an interview with the DON on and/or.abuse of residents.
11/10/11 at 10:30 a.m., she indicated that F;)lIOWIngttthe di )
the skin flowsheet from 10/6/11 was ? c?r(?mertlhlor;e _II,?SENICG
incorrect and that the nurse that did the .ra'll.nlng, , © a_CI "y ,as
initiated interviews with
assessment was unaware that the area on . .
residents of the facility
her buttocks was already there from her . e . ”
. L identified as “interviewable
re-admission on 10/3/11, and indicated i .
at least twice weekly. Said
there was a "late entry" on the form from ; . .
N laining it was there when interviews are occurring at
the l_lfse g)((:p dmi & dand least twice weekly with
Resident admitted and was not new as random interviews
of 10/6/11. occurring over the
N . ) weekend. Additionally,
A facility policy, undated and titled administrative nursing staff
" o . .
Abuse Prohibition, Reporting and shall conduct routine
Investigation Policy and Procedure" observations of those
indicated "Neglect is the failure to residents identified as
provide goods and services necessary to requiring use of the bedpan
avoid physical harm, mental and/or for toileting needs during
physical anguish or mental illness." It scheduled days of work to
also indicates that "the facility ensure timely removal of
Administrator is designated as the the bedpan. Should
individual responsible for coordinating all non-compliance with the
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efforts in investigation of abuse provision of timely
allegations and for assuring that all assistance be identified,
policies and procedures are followed." immediate corrective action
shall be taken, including
A request for the facility investigation on re-education and
Resident CC's issue in regards to being disciplinary action, if
left on a bed pan was requested on warranted.
11/9/11 at 2:40 p.m.
IV. As a means of quality
Two facility "Report of Concern" assu.ra'nce, the _ _
documents dated 10/10/11 at 7 p.m., and adm'n'Str?tor W_'” review
10/11/11 at 3:00 p.m., were reviewed on record of |nte|"V|ews
11/9/11 at 2:00 p.m. The reports conducted twice weekly on
indicated Resident CC reported to an LPN sch?duled Cl_ays Zf work to
on 10/10/11 that she was on the bed pan %on ;r]':n Ct(_)n mt:e ident
"all night." The report on 10/11/11 Loenncla:’(;le(‘sl;) r?n(')t'arfta'(sjln i?
o . , initiati
indicated Resident CC told a person from . C
) ) . . investigation, as warranted,
Social Services the same issue, then again .
] and corrective measures
to the Unit Manager on 10/12/11. Two . )
, , taken in accordance with
CNA's were interviewed on 10/12/11, one . .
i dicated she staved with th dent facility policies and
mh,llcai she s ayeh V: p © res; en procedures prohibiting
while .s e-was on the be 'pan an one. mistreatment, neglect,
CNA indicated she doesnt.rememb.er if abuse and misappropriation
she worked the hall the resident resided of resident property. The
on. administrator shall also
review administrative
This federal tag relates to Complaint nursing observations of
IN000098714. those residents requiring
the bedpan for toileting to
3.1-28(a) ensure timely assistance
continues to be provided.
Results of the
aforementioned interviews,
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administrative nursing

observations, and

subsequent actions taken,

shall be provided to the

quality assurance

committee on a quarterly

basis for review and

revision of frequency of

interviews and

observations, as

warranted.
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